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places incontestable defence of the principles of the NHS.
Nevertheless, a perfectly valid sequence of inferences may flow,
as in this case, with the inexorable current of deductive logic
from premises which may be unestablished or even false.

In fact, matters are not so simple as the pamphlet suggests.
Firstly, while surgery is in the forefront of the debate because
of its easily identifiable "item of service" character it forms
only a small (if dramatic) part of health care and should not
be used too readily as a basis for inferences about the system
as a whole. Secondly, and more important, the radical
statisticians' starting point-an exact relationship between
quantity of surgery and the size of non-medical or economic
reasons for operation-is by no means established. With some
justification LoGerfo2 has observed that preconceived ideas
may lead us "to enter a world of fantasy in which opinions
become strongly entrenched even though they are based on
hasty interpretations of relatively neutral facts."
LoGerfo was commenting on a puzzling study from Canada

of the relation between tonsillectomy/adenoidectomy (one of
the operations so often held up as an unnecessary money
spinner) and factors including respiratory morbidity, standards
of selection, and the number of surgeons available to do the
operation. Using a standard audit of clinical indications, Roos
et a13 showed that less than 30% of all "Ts and As" were per-
formed for reasons that were clinically well defined; but there
was no relation either between the numbers of operations and
overall respiratory morbidity in the community (a possible
false reason for thinking that tonsillectomy might be useful)
or, indeed, the number of surgeons available. A more
detailed analysis of the results found only weak associations
linking the use of the operation and the age, pattern of
training, or origin (British-trained doctors are thought to be
less likely to recommend tonsillectomy) of the doctor who
arranged the procedure.
These results do not necessarily counter the belief that some

doctors may exploit opportunities to. make a lot of money by
relaxing the indications for an investigation, an operation, or
any other procedure. Even so, the inference is weak. It is far
too simple to assume that where intervention is frequent
clinical standards are necessarily low and profit motives much
to the fore. More detailed research is needed to discover the
basis of management of a condition in a given community-
which may at the moment depend on ill-formulated but quite
rational tactics.
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Factor VIII, von Willebrand's
disease, and atherosclerosis
Von Willebrand's disease is an uncommon haemorrhagic
disorder associated with four major features.' Firstly, the
bleeding time is prolonged; secondly, there is a deficiency of
procoagulant factor VIII (antihaemophilic factor); thirdly,
deficiency of a factor-VIII related antigen detected by pre-
cipitating antisera; and, finally, a deficiency of a plasma factor,
controversially called von Willebrand factor, necessary for
some platelet reactions. Molecular and endothelial cell defects

may also be present in von Willebrand's disease, and some
workers have raised the wider issue that the whole spectrum
may have some relevance to vascular disease-in particular, to
atherosclerosis.
Some patients with von Willebrand's disease seem to have

an abnormality of factor-VIII-related antigen,2-6 due perhaps
to amino-acid substitution at the point of attachment of sugar
side chains or to some other modification of a relevant
enzyme system. Alternatively, there might be overproduction
of a minor subpopulation of normal antigen molecules that
possess the features of the von Willebrand's disease antigen.7 8
Recently, using immunological methods, Bloom and his
colleagues have detected a factor VIII antigen in vascular
organs,9 later localising it to the vascular endothelium and
platelets'0-a finding confirmed by Hoyer et al."1 Synthesis
of both antigen'2 and ristocetin cofactor by endothelial cells
and possibly by megakaryocytes'3 has been shown to occur in
vitro but it is not clear if the procoagulant activity is
produced by these cells.
We still do not understand the relation between these three

elements-endothelial cells, platelets, and plasma factor VIII
related antigen/von Willebrand factor-in maintaining normal
haemostasis. Plasma factor-VIII related antigen/von Wille-
brand factor might interact with platelet glycoprotein 1 and
with endothelium or subendothelium'4, and these interactions,
as well as the endothelial cells themselves, may be abnormal
in von Willebrand's disease.
The wider importance of these observations comes from

the possibility that platelets play a part in the pathogenesis
of atherosclerosis. Although atherosclerosis has been reported
in people with von Willebrand's disease,'5 the phenotypic
expression was not readily apparent. Pigs with homozygous
von Willebrand's disease did not develop appreciable atheroma
even when fed atherogenic diets and even though the intima
was infiltrated with fat.'6 Cultured aortic endothelial cells
(taken from normal pigs) send out processes to which platelets
stick.'7 These processes are poorly developed in endothelial
cell cultures from pigs with von Willebrand's disease. High
concentrations of factor-VIII related antigen have been found
in patients with diabetes and vascular diseases, where they may
be a reactive phenomenon; and, indeed, factor-VIII related
antigen/von Willebrand factor may represent part of a mechan-
ism that promotes the deposition of platelets on damaged
endothelium or subendothelium. Once deposited the platelets
may release growth-promoting peptides'8 which stimulate
proliferation of the intima and smooth muscle and hence
atherosclerosis. Platelet coagulant activities may further con-
tribute to thrombosis. So detailed information on athero-
sclerosis in von Willebrand's disease, especially in the
extreme forms, and further studies of the factor-VIII related
activities in different populations and in different conditions
may prove to be rewarding.
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MASC
Politics and patience are nowadays uncommon bedfellows.
So the profession should welcome the outcome of some patient
diplomacy that has united medical academic staff in a common
front. Indeed, the birth of MASC (Medical Academic Staff
Committee)'-successor to the BMA's Full-time Medical
Teachers and Research Workers Committee and the Associa-
tion of University Clinical Academic Staff (AUCAS)-is an
example to other divided factions in the profession. The
combination of AUCAS's effective network of place-of-work
representatives and the BMA's negotiating experience and
services has been achieved at a crucial time, with a new con-
tract for NHS consultants in the offing and the Government's
pay policy ending.

Despite the key role of medical teachers in all doctors'
professional careers, so far this group has not wielded a
comparable influence in medicopolitics. Now, MASC, meeting
for the first time on 24 October (p 1300) and representing about
2700 doctors and dentists in preclinical and clinical depart-
ments and in research, should remedy this deficiency. The
committee's arrival should also convince the Government that
teachers and research workers now have stronger negotiating
muscle than in the past.
As is clear from a recent article by Dr Robert Lowe, lately

chairman of AUCAS,2 the history of negotiations on pay and
terms and conditions of service for preclinical and clinical
academic staff has been complicated. Though the BMA has
had some successes the results of negotiations have sometimes
been less than satisfactory. Despite carrying out similar
hospital duties to those of their NHS-employed colleagues,
clinical academic staff have not always enjoyed the same
rewards. The recommendation in 1968 of the National Board
for Prices and Incomes,3 "since university and NHS jobs
are interchangeable, it follows that salaries of medically
qualified university clinical teachers must be linked to, and
move simultaneously with, the salaries of full-time NHS
hospital doctors and dentists," has fallen victim to pay policies.
Furthermore, the junior doctors' radically revised NHS
contracts have also caused problems of comparison for their
academic colleagues.4 Understandably, this consequent lag

in pay-though now remedied in the case of junior teaching
staff-has caused resentment among the teachers. While the
intellectual attractions of a university environment may be
powerful and the stimulus of teaching an invigorating chal-
lenge, these academic attractions fade somewhat if the pay is
unfairly depressed.

Last month at Oxford, when academic representatives held
their first annual conference,5 the meeting was urged to be
realistic in its aims. The first one is to sort out the tortuous
negotiating machinery. Teachers are employed by universities
-each one an autonomous institution-which have no central
negotiating authority. The Committee of Vice-chancellors
and Principals, which meets representatives of the medical
academics from time to time, deny that they are competent to
negotiate, while the University Grants Committee, with its
strategic control of university finance, claims that it can only
"recommend" what salaries should be paid to medical teachers.
In the background are the Department of Education and
Science, which is responsible to Parliament for university
finances, and the Department of Health and Social Security,
which, while happy to accept the medical teachers' extensive
services to the NHS, is elusive about paying for them. On the
"staff side," as well as the two previous medical organisations
(BMA and AUCAS), the Association of University Teachers has
also demanded a say in negotiations. Indeed, for preclinical
teachers, whose long-standing problems are discussed in a
letter (p 1291), the AUT is the negotiating body. That
union's consistent opposition to the BMA's argument that
medical salaries should be paid to medically qualified pre-
clinical teachers is one reason for that group's continuing
difficulties.
MASC hopes that the simplified negotiating machinery

will mean the existing Review Body dealing separately with
pay, and with a common and authoritative employers' nego-
tiating panel to deal with terms and conditions of service.
Then the committee can use this new machinery to obtain the
other important aim: that of ensuring permanent broad parity
of pay between clinical academic staff and their NHS col-
leagues. The reasons for such parity are obvious: the similarity
of work among NHS and academic staff, and the importance
of recruiting well-qualified staff to teaching posts.

Professor Peter Quilliam of the BMA and Dr Lowe for
AUCAS are to be congratulated on their constructive efforts
that have led to MASC. Mr William Whitehouse (honorary
consultant obstetrician at Westminster Hospital), MASC's
first chairman, now has the formidable task of leading the
new committee to its first objectives. Clinical and preclinical
teachers should give him and his colleagues their full support
in obtaining fair treatment for this important section of the
profession.
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